upwards in fibres distributed widely through the lateral ground bundle, extending mesially probably as far as the grey matter of the cord. The exact anterior and posterior limits of the pain and temperature tract (spinothalamic) are indefinite, though it does not extend dorsal to the line of attachment of the denticulate ligament, nor ventrally into the anterior ground bundle. An incision made directly inwards, keeping ventral to the denticulate ligament, will not damage the crossed pyramidal tract; and if the point of the knife be carried to a depth of 3 -5 mm., and then swept ventrally so as to reach the surface at the line of emergence of the anterior roots, the lateral ground bundle can be completely cut through in the middorsal region. I can testify from experience that incision to a depth of 4 mm. can be made without ill effect.
The other deduction which may be made from clinical observation is that the pain and temperature fibres, after crossing the cord, come to lie in the mesial portion of the spinothalamic tract, those which bave previously entered from the lower levels being displaced laterally. Peet has expressed the opinion that the higher fibres tend to lie in the more ventral portion of the tract, but the evidence in favour of this view is not so clear. Seeing that the fibres from the lowest segments come to lie nearest the surface of the cord, it is plain that it is not possible to abolish pain in the region of the hip without sacrificing sensation in the lower part of the leg. However, the patients who require the operation will probably consider the extensive sensory loss a small handicap compared with the suffering which the operation has relieved. Fat Necrosis of the Breast. By DUNCAN EFITZWILLIAMS, C.M.G., F.R.C.S. SINCE Lee and Adair first described fat necrosis of the breast in 1920, a good deal of interest has been evoked in the condition, due chiefly to the fact that the nodule, if superficial, becomes adherent to the skin and therefore simulates a carcinoma.
I was much interested in Mr. Keynes' paper read in 1925, and also Pathological report, 19.4.29.-Portion of breast containing cyst beneath nipple. It is lined by fibrous tissue only, the epitheliuin having disappeared. The surrounding breast shows considerable proliferation of the fibrous and epithelial tissues. In some parts the ducts contain papillary ingrowths. There is, however, no sign of malignancy. 7.9.29.-Seen again with a small swelling to the outer side of the scar. The nature of this was so doubtful that it was decided to remove it. 5.10.29.-The tumour was removed and examined but not thought to be suspicious and nothing further was done.
Pathological report, 5.10.29.-The material consists of skin, with scar subcutis and a portion of breast tissue. Several sutures surrounded by foreign body giant cells are present. There is a small area of the granulomatous inflammation usually known as " fat necrosis," and also much fibrosis. There is no sign of neoplasm.
Notes of Dr. Hebb's case for comparison.
H. B., aged 54, was admitted to Westminster Hospital under Mr. Macnamara, October 13, 1889, for tumour of the breast. Had three children, all alive and healthy. Family history quite negative. Was born in Essex. Has had rheumatic fever three times. Cardiac action irregular; first sound indistinct. Pulse small. Has general enlargement of thyroid. The right nipple has always been retracted and ill-formed. and this breast, although it swelled somewhat during pregnancy, never gave any milk.
Complained of pain in right breast for four weeks previous to admission, and assigned as the cause a severe blow on breast about one week before the pain came on. The pain was accompanied by swelling.
On admission.-A hard tumour was found about the size of a large walnut; it was subjacent to the nipple, and while apparently adherent to the skin was freely movable over the tissues beneath. The nipple was much retracted, and just beneath and to the outer side was a fistulous aperture, fromi which a yellow discharge exuded. The tumour had " broken out " on the morning of admission. The breast was removed on October 16, 1889, and the patient discharged cured, November 23, 1889. Was last seen at the end of March, 1890, at which time there was a simple cicatrix without thickening or adhesion.
Microscopical examination.-The histological appearances are, on the one hand, those of an atrophic mammary gland; and, on the other, those of inflammatory tissue. The latter is quite limited to the parts immediately subjacent to the nipple, is permeated by numerous blood-vessels, and shows as well a few isolated giant-cells. Among the inflammatory cells are also numerous spheroidal areas of variable size. These are surrounded by a zone of giant-cells, and are filled by a mass of fine fibrille, the structure of which is obscure. The fibrille only assume a diffuse stain, i.e., they cannot be coloured apart from the rest of the tissue. Osmic acid had no effect.
The case is shown to put on record the areas of fibrille surrounded by a zone of giant-cells. From the microscopical appearances and from the history of the case it would seem that the " areas " represent a long-standing condition, while the inflammatory tissue is of recent origin.
The nature of llebb's case can hardly be in doubt. There is the history of trauma, the pain, the hard tumour adherent to the skin but free from the subjacent tissues. The only thing lacking is that we are not told whether the patient was stout or not. The microscopical findings are well described, the inflamed tissue and the isolated giant cells. The numerous spheroid areas may have been the whito areas described by Keynes, they only assume diffuse stain. The osmic acid observation is interesting. I do not know if areas of fat necrosis stain or not; no other observer mentions it. The "areas of fibrillm," as he describes them, are to Hebb the main features of the case which is described to put them on record. It is a great pity that no picture is given, but the illustration of Lee and Adair's paper in Suryery, Gynwcology and Obstetrics, 1922, xxxiv, 521, fig. 19 , Case IV, labelled " Gross lesion showing fat lobules, areas of fibrosis, and necrosis," fits the description accurately. The presence of a cyst in Hebb's case is obvious, though not described, as the cyst had burst the morning of admission.
Cause.-The cause of fat necrosis is now well established. It is usually a, trauma, it may be a blow, usually a severe one. In Keynes' case, however, and in one of mine, there was no known trauma, so it may have passed unnoticed. It may be an injury to the tissues such as the injection of saline under the breasts. In this country subcutaneous injection of saline is not so often made under the breasts as into the axilla. In America where submammary injection is more often practised, three cases have been reported, all in one hospital, so we may suspect that tne injection was given either too rapidly, which is most likely, or in two large a quantity.
In one of my cases the condition was set up from tissue in the grasp of a ligature. In all the cases in which a blow or injury had been received, the patients were described as stout with ample breasts. Fatty tissue having a poor blood -supply, it is probable that the inflammatory reaction set up by the injury is incomplete and that non-vascularity of the tissues is a great factor in the formation of the condition; this is supported by the fact that lesion was found round tissue in the grasp of a ligature.
Attachment to the neighbouring structures.-The condition tends to create fibrous tissue which contracts and in the end the skin, at first merely attached by the ligaments of Cooper, becomes definitely retracted, dimpled and even shows pigskin appearance. If the tumour is adjacent to the nipple then we should expect to find -the nipple retracted; this feature is mentioned in one case. Attachment to the deeper structures would be more rare; it is mentioned as occurring after a severe blow when the hzematoma may have been deep-seated, and also after the injection of saline under the breast.
Pain.-Pain before the discovery of the swelling is rare and no symptoms are complained of when the injury has been recent. Lee and Adair mention occasional pain and some slight tenderness in a case in which the injury was ten months old, but, as the patient was under radium treatment for what was thought to be cancer, this is not surprising, because for a woman to have a tumour in the breast of a sufficiently suspicious nature to require radium treatment, and not to complain of "pains and tenderness," is in my experience exceptional.
Cyst formation.-Cysts are mentioned in five cases. They are centrally placed, as a rule, and may be single or multiple. They have thickened walls in old-standing cases. In one case (llebb's) the cyst burst, so that it was probably situated very superficially. It is possible that fat necrosis may be the cause of some of the many thick-walled cysts of doubtful origin met with in the breast.
Fat necrosis is a condition of no importance of itself but it has acquired an importance solely by its mimicry and likeness to carcinoma. The points of resemblance are: (1) It appears after a trauma. (2) It is a hard defined mass.
The definite outline of a hard mass is almost as typical of carcinoma as the indefinite outline of a softer one. (3) It may be fixed to the skin which may be dimpled or retracted and even show "pigskin" appearance. If near the centre of the breast there may be retraction of the nipple.
The diagnosis of the two conditions, even by the most skilful, can hardly be looked for, and has never been made previous to operation. At the operation it was made in Case IV of Lee and Adair's series when they had had previous experience of the condition, but in three cases, after local removal, the naked-eye appearances deceived the eminent surgeons concerned, and a radical operation was performed. In my first case the appearances were so suspicious that I inserted radium. In Keynes' case a frozen section failed to reveal the true nature of the condition and the breast was removed. Nothing could emphasize more clearly the difficulties of diagnosis.
Discussion.-Mr. CECIL ROWNTREE said that it had been his privilege to report the second case of " fat necrosis " in this country. The case was very interesting because it was one of double lesion of the breast, and he had not felt sure of the diagnosis, though he had the feeling that it was a carcinoma, and therefore carried out an amputation and sent the specimen to be microscoped. The pathologist's report was that the condition was not malignant and that he did not think it was tuberculous. He (the speaker) stored the slide, and several years afterwards when Mr. Keynes's case was published he recalled his own, and sent this slide-having removed the label-once nmore to the pathologist who now reported that this was a typical case of fat necrosis. Sihce then, at the Cancer Hospital, he (Mr. Rowntree) had seen four or five other cases. He disagreed with Mr. Fitzwilliams about diagnosis; he was sure that these cases were now diagnosed before operation. He had diagnosed before operating in the last two cases which he had seen; one, indeed, he had diagnosed by correspondence, as the patient's doctor described the case so accurately that he (the speaker) did not doubt its nature. The doctor excised the specimen and sent it to him, and the report confirmed the diagnosis.
His chief reason for speaking on this paper was in order to ask again a question to which he had never yet had an answer. He had asked Dr. Lee, of New York, what happened to cases of fat necrosis if they were not operated upon. Dr. Lee had replied that he could not say, as he had operated upon all cases of the kind he had seen. He (Mr. Rowntree) thought that if not operated upon the condition probably cleared up, leaving behind nothing but a scar, but he had not had the opportunity of tracing a case out.
Mr. A. DICKSON WRIGHT said that this question possessed some medico-legal importance as the condition followed trauma, and litigation might ensue in which the surgeon might be involved. He had had a conversation with a surgeon who was about to be sued by a lady. She had had an operation, during which saline was put under her breast, and she returned afterwards with a tumour of the breast which was diagnosed as carcinoma and was removed by the same surgeon. She sued him for causing an injury which had resulted in fat necrosis, and on a second count, namely, for performing a mutilating operation on her. If the surgeon had known that this result followed the injection of saline, he would not have made the injection at that site. He would like to know whether fat necrosis ensued in any other part of the body, such, for instance, as in the gluteal region. Chronic abscess of the breast had been described as a condition closely simulating carcinoma; and he thought that in a number of cases what was thought to be chronic abscess of the breast was fat necrosis.
Mr. C. H. FAGGE (President) said that following the practice of Sir Arbuthnot Lane, he was in the habit of usilng axillary saline freely during abdominal operations; usually this was quickly absorbed, but on three or four occasions a small hard swelling had been left behind. It had been suggested that these indurations were due to fat necrosis: in his opinion they appeared because axillary saline was given too hot. If these swellings could be really regarded as fat necrosis the last speaker would be interested to know that he (the President) had an impression that they always disappeared.
The Small Incision for Perforation of Peptic and Typhoid Ulcers. By A. DICKSON WRIGHT, M.S., F.R.C.S. THE use of the small incision in connexion with ill-diagnosed and chronic abdominal complaints has been almost universally condemned as unwise in that it does not allow of a thorough exploration, so that important lesions will be missed. Moreover it has been agreed that there should be no difficulty added to any abdominal operation by an incision of inadequate length. It is thought by some that to perform an operation through a smaller incision than is usual is to show a greater technical skill. This may be so, but in so doing the patient may be sewn up with some serious undiscovered lesion in the abdomen, or may suffer increased post-operative risks and discomfort as a result of the rougher handling necessitated by the small space in which the surgeon has to work.
In the case of the easily and certainly diagnosed conditions under discussion, the operation is embarked upon with one definite object in view, there should be no question of exploration. These two abdominal catastrophes are anticipated and come
